Summit states: "We must apply the lessons we have learned and move from condemnation to concrete action. We must all live up to the commitments we have made." 1 In September 2014, the United States organized a Call to Action event in New York during the UN General Assembly with the purpose of sharing progress on commitments made in November 2013. It thus seems that efforts to raise awareness about sexual violence in conflict and emergencies and advocate for a much stronger commitment to action are well under way. But is this enough? Is there enough evidence from lessons learned to allow us to increase and improve our response?
The number of guidelines developed in recent years on many aspects of sexual violence in humanitarian settings seems to indicate that we know what to do. The UNHCR first published Sexual Violence against Refugees: Guidelines on Prevention and Response in 1995. The implementation of these guidelines was evaluated through an inter-agency process which led to the development of the 2003 UNHCR Guidelines for the Prevention of and Response to Sexual and Gender-Based Violence against Refugees, Returnees and Internally Displaced Persons. 2 Around the same time, the Inter-Agency Standing Committee had finalized guidance on protection from sexual exploitation and abuse by UN staff 3 , but its members expressed concern about increasing reports of sexual violence in conflict situations and the lack of a coherent and participatory approach to prevent and respond to this issue. This led to the development in 2005 of the Guidelines for Gender-based Violence Interventions in Humanitarian Settings, 4 which are currently under revision. Since then, more specific aspects have also been addressed in guidance documents. 5 In addition, many ad hoc trainings and some online courses have been developed and implemented in recent years. 6 However, recent reviews of interventions to prevent and respond to sexual violence in humanitarian settings have repeatedly pointed to the lack of evidence on which to base interventions. One of the most cited and thorough scientific reviews was published in 2013, examining the impact of initiatives to reduce incidence, risk and harm from sexual violence in conflict, post-conflict and other humanitarian crises, in low-and middle-income countries. Only forty studies were identified in a twenty-year period from 1990 to September 2011. The authors noted that "most interventions addressed opportunistic forms of sexual violence committed in post-conflict settings. Only one study specifically addressed the disaster setting. Actual implementation of initiatives appeared to be limited as was the quality of outcome studies." 7 A follow-up review analyzing further evidence of good practice in prevention and response to gender-based violence in humanitarian contexts found that only fifteen of the approximately 100 guidelines, tools, papers, evaluations, studies and other documents reviewed were deemed robust enough to be included on the basis of their quality and relevance. 8 The authors highlight the lack of evidence on quality and outcomes of interventions and of evidence from regions other than Africa. This has been echoed again by a recent special report in the Lancet, which states that "sexual violence in conflict remains a tenaciously difficult problem to study and therefore to address". 9 From a public health perspective, this apparent lack of an evidence base for responding effectively to the needs of survivors of sexual violence is worrisome. Evidence-based public health is defined as the development, implementation and evaluation of effective programmes and policies in public health through the application of principles of scientific reasoning, including systematic uses of data and information systems. 10 This provides assurance that decision-making is based on scientific evidence and effective practices, and is particularly important when implementing new programmes. I would like to illustrate the lack of evidence on which humanitarian actors base their responses, and why it matters, with some examples related to different elements of the response; I will then discuss how we could improve the evidence base.
Lack of evidence informing responses to sexual violence

Medical and psychosocial care
Medical care is recognized as a non-negotiable component of programmes to address the needs of survivors of sexual violence. The package of medical care to be provided is well codified and based on scientific evidence. 11 This has been adapted to displacement situations by the World Health Organization (WHO)/ UNHCR, 12 and to the needs of a medical humanitarian organization by Médecins Sans Frontières (MSF). 13 So the question is not what to do to prevent and mitigate the health consequences of a sexual assault, but if and how this can effectively be delivered in humanitarian settings.
Accessibility of care
One of the main issues is unimpeded and timely access to services, in particular after rape, as some interventions will only be effective in the hours (e.g. treatment of injuries) or few days (e.g. HIV prophylaxis, emergency contraception) after the assault. Post-exposure prophylaxis (PEP) for HIV infection 14 has to be started within seventy-two hours. If the patient presents after seventy-two hours, HIV testing should be offered, with careful explanation that PEP will not be provided, as it is not proven effective after seventy-two hours. Emergency contraceptive pills can effectively prevent pregnancy within the first seventy-two hours after unprotected sexual intercourse. From seventy-two to 120 hours (five days) the preventive treatment can still be given, but the effectiveness is reduced.
Two studies in South Kivu in the Democratic Republic of the Congo (DRC) exemplify how difficult timely access to services can be. A retrospective registrybased study of sexual violence survivors presenting to Panzi Hospital shows that the mean time delay between sexual assault and seeking care was 10.4 months. 15 A different study based on another medico-social support programme for rape survivors showed that only 3% came within seventy-two hours. 16 On a slightly more positive note, in a post-conflict setting in Liberia, 41% of survivors coming to clinics offering care to sexual violence survivors did so within seventy-two hours. 17 Improved uptake of services is mainly judged by an increased number of survivors seeking care, but with no indication of how this relates to overall needs. The study mentioned above explicitly states: "The study limitations are that no data were available about the prevalence of sexual violence or survivor characteristics in the general population in Liberia, and therefore, we cannot accurately quantify which groups were, or were not, seeking care." 18 While it is difficult to compare between these studies, the higher percentage of survivors accessing services in a timely manner in Liberia could be due to the urban location (three clinics in Monrovia) and to extensive awareness-raising activities within the community.
The reasons for difficulties and delays in access have been documented in various settings. For example, a study in the DRC found that lengthy delays in seeking care were explained mainly by patients waiting for physical symptoms to develop or worsen before seeking medical attention, lack of means to access medical care, concerns that family would find out about the sexual assault, stigma surrounding sexual violence, and being abducted into sexual slavery for prolonged periods of time. 19 However, there is little published evidence on how such issues could be successfully addressed. One programme in an urban slum in Nairobi shows that some of the barriers to early access and to high-quality medical care can be overcome. 20 Four years into the operation of a clinic for sexual violence survivors, the number of persons seeking care had greatly increased between 2007 (seven patients) and 2011 (866 survivors treated). In 2011, 73% of patients accessed services within seventy-two hours. Access to care has been facilitated by the geographical proximity of the clinic helping to avoid lengthy travel times, by twenty-four-hour opening times all days of the week (most patients come between 6pm and midnight), 21 and by the fact that the clinic is well established, having run for several years. 22 This model may be replicable in other urban or camp settings. While this project is undeniably a remarkable achievement, however, there is no indication how it relates to the prevalence of sexual violence and care needs in a population of 2.2 million.
To address barriers to access, a community-based programme in the DRC is using mobile clinics in six rural villages. 23 The case study describes how the programme has improved service provision and claims that it allows health workers to reach members of the population that are difficult to access; however, it provides no clear evidence for this.
An overarching question thus is how access to and uptake of medical and psychosocial services can be improved in general. Organizations trying to respond to the needs of survivors find that many of them will never come forward to seek help. Stigma, shame, fear of rejection, lack of information, physical distance from the treatment centre, and lack of time and/or money are some of the barriers. While several elements of response have been proposed, the main elements seem to be guaranteeing safety, confidentiality and raising awareness about service availability. 24 Spangaro et al. hypothesize, based on evidence from the few available studies, that two distinct mechanisms are at play -"There is help for the problem" and "It is safe to tell"and that both are required to operate concurrently for survivors to use services. 25 "There is help for the problem" implies that in order for survivors of sexual violence to get help, it is essential that they are made aware of the availability of services or other responses to provide support or redress. "It is safe to tell" means that survivors of sexual violence can determine that they can safely report assaults or receive help for the problem, without risk of punishment or sanction. The hypothesis is that these two mechanisms will operate positively with respect to survivor care, livelihood, and personnel and legal strategies. It will be important to further deepen this analysis in future studies and to test how these mechanisms can most effectively be operationalized.
Effectiveness of medical care
Beyond early access to service, the completion of follow-up visits is crucial to complete preventive treatments such as hepatitis B and tetanus vaccination and to test for pregnancy and HIV seroconversion 26 . The above-mentioned study in Nairobi documented a very high attrition rate for follow-up injections for hepatitis B and tetanus vaccination after a high initial take-up. Only 46% of patients received the second follow-up injections for hepatitis B, and even less, 14%, for tetanus. Less than a third of patients returned for repeat HIV testing. 27 Similarly, the study conducted on a community-based programme including mobile clinics in the DRC found that 72% of patients returned for the first follow-up visit, with a dramatic drop for the second and third visits. 28 
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one month. The authors hypothesize that this may be due to patients "feeling better" and not understanding the need for follow-up consultations. 29 Lack of follow-up points to another important issue: even if survivors seek medical care within seventy-two hours and thus are able to receive HIV PEP, is the twenty-eight-day treatment effectively taken? A systematic review of adherence to HIV PEP in victims of sexual assault shows that about 40% of patients default from care. 30 This is worrisome, as low adherence is related to a risk of reduced efficacy and increased resistance to antiretroviral therapy. This meta-analysis was based on twenty-four studies, none of them done in severely resource-constrained or conflict settings. The review also points to the lack of objective measures of adherence and the considerable variation in the way in which PEP is offered even in stable settings. A few studies examined causes for non-adherence to PEP, mainly identifying occurrence of side effects and lack of follow-up.
These are just some illustrations of the lack of evidence available on how to provide effective medical care to survivors of sexual violence in humanitarian settings. Further issues that would merit closer attention are prevention of pregnancy after rape and access to safe abortion services.
Mental health and psychosocial interventions
Interventions to address the mental and social consequences of sexual violence have increasingly been implemented in recent years, supported by the development of several sets of guidelines. 31 However, the gap between widely promoted practices, such as psychological first aid, and knowledge on effectiveness of interventions is worrisomely wide, as demonstrated by two recently published systematic reviews on psychosocial support interventions in conflict settings. In the first of these, a wide search of relevant articles on mental health and psychosocial support for victims of sexual violence in armed conflict settings published up to August 2011 returned 189 publications that ultimately allowed the authors to identify seven relevant studies. 32 conclusions on the effectiveness of particular approaches are not possible on the basis of current evidence.
This very sobering statement is supported by the latest systematic review, published in March 2014. 33 Sixteen studies were identified, only four of which were published since 2011. Although some substantial improvements in certain outcomes could be demonstrated, the small number of studies and lack of comparability between studies does not allow any strong conclusions. The major challenges to creating a relevant evidence base for mental health and psychosocial support interventions are the large variety of interventions proposed, ranging from counselling to specific psychotherapeutic approaches or a mix of these and/or additional psychotropic drug treatment; the timing (as related to the sexual assault) and length of treatment; the differing professional level and origin (national or non-national) of health professionals; the different outcome measures used to assess effectiveness; and finally, the range of research designs, from descriptive case studies to randomized controlled trials. Another review examining evidence on mental health and psychosocial support in general in humanitarian settings (not specifically related to sexual violence) finds that the most rigorous available evidence currently supports practices that are complex and less likely to be implementedthat is, specialized interventions for Posttraumatic Stress Disorder (PTSD) and depressive outcomes. 34 Very little evidence exists for the most frequently promoted interventions, such as psychological first aid, community-based support and structured social activities.
Economic and legal support
Beyond medical and psychological care, survivors of sexual violence may need and wish for economic and legal support. Because victims of sexual violence are often rejected by their families and communities and are unable to work as they used to before the assault, economic support is essential in the rehabilitation process. It should allow them to meet essential needs (food, household items, etc.) and should facilitate their socio-economic reintegration (livelihood strategies, economic empowerment). Beyond immediate survival, the idea is that economic support should bolster self-esteem, facilitate the healing process and increase self-sufficiency, in particular when victims are rejected by their relatives. However, there are no published studies examining which types of short-term and medium-term economic support have achieved meaningful impacts for survivors. 35 This may be due to the fact that interventions in this area are much less standardized and are even more context-dependent than in the case of medical and psychosocial support. 
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Allowing survivors to seek redress for the sexual offence is an important element of a comprehensive response. However, impunity for perpetrators of sexual violence is still widespread and access to justice for survivors is limited. Access may be hampered either because survivors of sexual violence do not seek to access justice due to the stigma, shame, humiliation and trauma involved, or because legal services and justice mechanisms are unavailable or inefficient. Survivors may have a lack of trust in national justice and police and may be afraid of experiencing further violence. A recent working paper provides a comprehensive overview of the challenges arising in investigation and prosecution of sexual violence and highlights some promising strategies in the handling of sexual violence cases. 36 In particular, it describes some interesting examples of strategies to improve access, mainly in the DRC, including an integrated model of medical and legal services ("one-stop shops"), using persons trained in legal issues within health facilities, setting up small legal clinics in remote areas, and establishing mobile courts. Some of these approaches have led to a remarkable increase in the number of cases filed and prosecuted, but it is not clear how this relates to overall needs and what the impact on survivors has been.
It would be well beyond the scope of this opinion note to examine in detail issues related to investigation and prosecution. 37 The central question here is whether legal services respond to the needs of survivors. One would want to know which type of legal set-up would best allow survivors who wish to seek redress to access the legal system; whether entering the justice system is beneficial or harmful to the survivor; and whether the outcomes are relevant to improving the quality of life of the survivor. In the review by Spangaro et al., six studies examining the outcomes of legal interventions are mentioned, including global, national and local jurisdictions. 38 None of the studies explicitly attempt to assess the impact on the survivors. However, four studies provide some evidence of an increase in harm mainly related to lack of support during and retribution after testifying. While it has been recognized that reparations are the most significant means of making a difference in the lives of victims, 39 reparation programmes are largely unimplemented and their impact is not evaluated. 40 Overall it seems that while many efforts are currently under way to address the widespread persistence of impunity and to reduce risks to survivors seeking justice, the evidence on what works best, even in a specific context, is still sketchy.
Addressing the needs of men and boys
The extent of sexual violence against men and boys in armed conflict has only very recently been recognized and received attention. 41 In a cross-sectional populationbased survey in the DRC, almost a quarter of men reported lifetime exposure to sexual violence, two thirds of which was conflict-related. 42 However, most if not all the studies mentioned above focus on female survivors of sexual violence, mostly women, sometimes girls and adolescents. It thus appears that if the evidence base for responding to the needs of female survivors of sexual violence is sketchy, it is absent with respect to male survivors. Some guidance on how to address their needs has been recently provided by the UNHCR, 43 but no studies on how to address the particular challenges in supporting them and respond effectively to their needs exist.
After this rather sobering overview of the scientific evidence on which we currently base our programmatic response to the needs of survivors of sexual violence, the question is if and how we can improve this dire state of affairs.
Can we improve the evidence base?
As noted by Spangaro et al., an "overarching finding" from their review "is the acute lack of rigorous impact evaluations of interventions, leading to an insufficiency of clear evidence for effective interventions to address or prevent sexual violence". 44 It may not be surprising that the evidence to inform the response to sexual violence is rather sketchy and not well established. Sexual and gender-based violence in general have received attention in the public health world only relatively recently. In 2002 the World Health Organization (WHO) report on violence and health for the first time stated that "[s]exual violence is a common and serious public health problem", described the extent of the problem and provided guidance for effective responses 45 . Recognizing the need for more research on sexual violence, especially in resource-poor settings, the Global Forum for Health Research established the Sexual Violence Research Initiative (SVRI) with the support of WHO in 2003. 46 Acknowledging the continued dearth of systematic information on the scope and effectiveness of programmes that prevent and respond to conflictrelated sexual violence, WHO in collaboration with the SVRI developed a research agenda on sexual violence in conflict and post-conflict settings in 2012. 47 However, the invisibility and highly sensitive nature of sexual violence poses serious challenges for any data-gathering activity, and more so in emergency situations characterized by high insecurity, fear, dependence and a breakdown of societal structures. The question thus is which type of programmatic evidence an organization addressing sexual violence can and should gather at a minimum, and how one could move from monitoring towards methodologically sound evaluations, if not research.
Assessing the impact of programmes
Currently there is little internationally recognized guidance on how to monitor and evaluate programmes addressing the needs of survivors of sexual violence. A tools manual published by the Reproductive Health Response in Conflict Consortium in 2004 only proposes very broad "output and effect indicators", mainly geared at refugee settings. 48 While WHO has published a remarkable document on ethical and safety issues related to data collection, 49 no similar guidance exists to date on data that should be gathered to assess the adequacy and impact of various aspects of sexual violence programmes. This implies that every organization designs its own set of indicators, data-gathering methods and impact measures, if such elements exist at all. To be able to compare implementation and impact of programmes across settings and across organizations, it would be imperative to agree on a standard set of indicators that could be complemented and enhanced depending on the specific context. This should include output (e.g. number of persons treated) as well as outcome measures, which is challenging as it implies agreeing on the desired outcome and being able to measure it. This may be relatively simple when applied to other public health problems: for example, one of the outcomes of a malaria control programme may be the number of persons cured (no longer infected) and/or a decreased malaria infection rate in the population; in the case of a nutritional programme, measurable outcomes may be improved nutritional status of individuals and of the target population (e.g. children under 5). But what are the indicators of success in a programme addressing sexual violence? In a programme providing medical care, important indicators could be, on the one hand, the proportion of all survivors accessing care, and on the other hand, the proportion of those accessing care who do so within seventy-two hours. Responding to the needs of survivors of sexual violence: Do we know what works?
Regarding the first of these indicators, there is wide agreement that it is difficult to measure the extent of sexual violence in a given context. A recent systematic review of studies estimating the prevalence of sexual violence among refugees and displaced persons in humanitarian emergencies identified only nineteen studies, showing a wide range of prevalence estimates and also the enormous variation in study methodology. 50 In addition, it may be harmful and unethical to collect data on prevalence or incidence of sexual violence before responding to the needs of survivors. 51 Thus, as it is rarely possible to estimate the overall number of survivors needing care, the first indicator, although desirable to indicate the impact of a programme, is probably not realistic in most settings. Therefore, we may have to rely on numbers of survivors coming for treatment and consider increasing numbers over time a success in and of itself. While such a metric will not tell us to which extent a programme covers the needs of a population, it can indicate that services are accepted and used. Regarding the second indicator proposed, the proportion of all survivors accessing care who do so within seventy-two hours is crucial to measuring the accessibility of services and gives a first indication of the potential effectiveness of services. Based on routine clinical data collected during the initial patient interview, this indicator is relatively easy to measure.
But none of these indicators will tell us if services provided are effective in achieving desired outcomes, such as prevention of HIV infection or prevention of pregnancy. We also do not know what the impact of early access to psychosocial services (psychological first aid) will be on the mental well-being of the survivor. To truly measure the effectiveness of these services, at least some more refined indicators should be determined and measured. Moreover, indicators do what they say: they indicate if an activity is achieving the desired results or not. An indicator does not tell us why these results were achieved or why we failed. It is thus essential to complement quantitative impact measures with qualitative assessments that allow us to better understand why things do not work and how they could be improved. These could include semi-structured interviews with survivors and focus group discussions in the community, with survivors, with care providers and with authorities. Such information gathering must be done with the utmost care to avoid risks to respondents and communities. 52 One attempt to collect, store and share data on gender-based and sexual violence should be briefly mentioned: the Gender-Based Violence Information Management System (GBVIMS).
The GBVIMS is a response to the fact that as of today, the humanitarian community does not have a system that allows for the effective and safe 
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collection, storage, analysis and sharing of GBV-related data. This affects humanitarian actors' ability to obtain a reliable picture of the GBV being reported. It also minimizes the utility of collected data to inform program decisions for effective GBV prevention and care for survivors. 53 The GBVIMS is mainly driven by UN organizations, the Steering Committee being made up of representatives from the International Rescue Committee (IRC), UNHCR, United Nations Population Fund (UNFPA), United Nations Children's Fund (UNICEF) and WHO. It focuses on incident reports of gender-based violence, but does not capture a survivor's data over time and cannot monitor the quality of programme interventions. Although a remarkable effort to standardize information collected on cases of sexual violence, its usefulness is thus very limited in relation to monitoring services, let alone evaluating their effectiveness.
It would already be a great step forward if monitoring and evaluation of programmes for survivors of sexual violence were implemented in a systematic, coherent and more standardized way. A set of measurable and meaningful output and outcome indicators should be developed for the different components of a programme responding to the needs of survivors, with medical and psychosocial care being at the centre of the response and thus also the central focus of monitoring and evaluation activities. A further step would be to openly share results of quantitative and qualitative evaluations, including both successes and failures, within organizations and across organizations.
Can and should we do operational research?
A question frequently asked is: what do we mean by research as compared to evaluation? Would a methodologically well-conceived evaluation not be considered as research? There may be at times confusion or overlap between evaluation activities and conducting research. An important concept to clarify in this respect is operational research. From a public health perspective, this is the search for knowledge on interventions, strategies or tools that can enhance the quality, effectiveness or coverage of programmes in which the research is being done. 54 A strong connection exists between good monitoring and evaluation of programmes and operational research. For example, routinely collected quality data on survivors and treatment outcomes can be used to do operational research. Many of the studies referenced in the sections on accessibility and effectiveness of (medical) care above have used data routinely collected during service provision to analyze in more detail some of the treatment outcomes. Retrospectively analyzing data that has already been collected is the simplest way of conducting operational research. More sophisticated, resource-intensive and ethically challenging methods of operational research are cross-sectional surveys and prospective cohort analyses. Beyond methods used in operational research, randomized controlled trials are the most rigorous way of determining whether a cause-effect relationship exists between treatment and outcome and for assessing the effectiveness of a treatment. Although they can be powerful research tools, their use is limited by ethical concerns and practical constraints. Some of the studies examining the efficacy of psychosocial interventions have used a randomized controlled or just a controlled research design (comparing between two interventions without randomly allocating people to one or the other). While a (randomized) controlled trial determines the efficacy of an intervention, operational research assesses effectiveness within routine settings. In the field of sexual violence, one would thus mostly conduct operational research, a controlled trial remaining the very rare exception.
A further question is: can and should we do research in highly insecure and volatile settings? While methodologically and ethically sound evaluation of programmes for survivors of sexual violence is not an easy endeavour, the issue of research is even more complex. The difficulty of conducting research in fragile settings is illustrated by two examples. A recent review of research on the effectiveness of health interventions in humanitarian crises in general identified only three papers on gender-based violence out of 706 studies. 55 A search of the MSF's field research site retrieved five peer-reviewed papers related to sexual violence and twenty-seven related to violence in general (including sexual violence). This compares to 262 papers on an HIV-related subject. The scarcity of research may be due to the lack of attention given to the issue until very recently, to difficulties in designing methodologically sound research, and/or to ethical concerns around conducting research in unstable and highly vulnerable contexts.
The overarching considerations in answering the question of whether it is desirable to do operational research in these contexts are: (1) will the benefits to survivors and the community be greater than the risks incurred by participating in the research, and (2) can the research question only be answered in a conflict setting? The value of conducting research in conflict zones must indeed be carefully considered: if the research question(s) could as well be answered by research in post-conflict or other fragile settings, this would be ethically more acceptable. 56 I will provide two examples to illustrate my point. There is wide agreement that access, and in particular early access, to medical and psychosocial services is paramount to effectively responding to the needs of survivors. Testing new service models to increase access is essential to improving our response. These have to be tested in conflict and post-conflict settings to be relevant. However, one would rather do this research in controlled settings such as refugee camps (e.g. Syrian refugees in Jordan), in violent urban settings (e.g. Mexico, Honduras) or in protracted conflict settings (e.g. the DRC) than in highly insecure conflict areas such as, currently, South Sudan, the Central African Republic or Syria. Similarly, research to test and compare different psychological interventions should rather be done with survivors of sexual violence in stable, post-conflict settings than during acute conflicts mainly because of ethical issues and insecurity. Promising interventions can then be applied and evaluated during a conflict. This implies that the intervention tested is to some extent replicable and can thus be adapted for survivors in different contexts.
The only publicly available research agenda for sexual violence in humanitarian, conflict and post-conflict settings is the one proposed in 2012 by WHO and the SVRI. 57 Some of the thematic areas focus on the effectiveness of programmes to respond to conflict-related sexual violence. A next step should be to refine this research agenda, involving humanitarian organizations actively engaged in the response, and to explore possible methodological approaches to answering some of the most burning questions.
Conclusion
The review of the published literature shows that we have many gaps in our knowledge. We know a small amount about providing services to female survivors of sexual violence in emergency and conflict situations, most of it from African settings. We know very little about responding to the needs of men and boys, and there are virtually no publications on the response to sexual violence during natural disasters. Amnesty International documented the dramatic increase in rape and other forms of gender-based violence in Haiti's camps after the earthquake, pointing to the inadequacy of the measures put in place to prevent and respond to sexual and gender-based violence. 58 While the increased incidence of rape and other sexual abuse of women and girls displaced in the aftermath of natural disasters has lately received more attention, and while some of the interventions may be similar to those applied in conflict settings, one would at least wish for a thorough evaluation of the response.
We thus have to be aware of the limitations of our knowledge of what works, and how it works, to address sexual violence in crises. This may imply that some of the interventions proposed and implemented do not work or are not as effective as we would hope them to be. However, this opinion note does not want to imply that we should wait for better evidence to do something. We should continue doing what we think may work using common sense and the available (scientific) information. At the same time, we should strive to do better and thus undertake much more stringent evaluations and if possible some 57 SVRI, above note 47. 58 Amnesty International, "Aftershocks: Women Speak Out against Sexual Violence in Haiti's Camps", London, 2011, available at: www.amnesty.org/en/library/asset/AMR36/001/2011/en/57237fad-f97b-45ce-8fdb-68cb457a304c/amr360012011en.pdf.
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research as is suitable and feasible. As this will be a bumpy road, made of trials and errors, we must have the willingness and courage to share not only our successes but also our difficulties and failures. The sharing of lessons learned is essential to advance our common knowledge base. This may not necessarily happen during large, high-level events, but may rather need smaller workshops and conferences to allow honest and in-depth exchanges.
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